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Editorial Comment 


For nearly thirty years Mr. Eric Watson-Williams has served this fournal, as 
reporter, assistant editor, and editor. Without his zeal and devotion through 
the years it is likely that it would long since have ceased to exist. The Medico- 
Chirurgical Soct.ty owes to Mr. Watson-Williams a deep debt of gratitude and 
it is fitting that on his retirement from the editorial chair he has been elected 
President of the Society for the next year. 

Dr. Nicholas Craig who since 1948 has undertaken the thankless task of 
assistant editor, feels that he is not sufficiently in contact with his medical 
colleagues in the University and Hospitals to continue the functions of that post 
to his own satisfaction, and has resigned. Our readers will wish us to acknow- 
ledge with sincere thanks all the work he has done on behalf of the Fournal. 


EDITORIAL POLICY 

This issue appears under the guidance of a new Editorial Committee. We 
wish to welcome Dr. J. E. Cates, Dr. A. H. Gale, and Dr. A. M. MacLachlan 
as new members, and to thank Dr. Sutton, business manager and Dr. 
Middlemiss for their continued interest. The Journal, as seems to be its habit 
with a change of editor, has acquired a new garb, but its policy remains that of 
a medical journal for the south-west. 

The 1946 Act divided the country into medical regions which were thought 
to be large enough to make each a homogeneous unit and small enough to enable 
all the medical services in the region to be closely integrated. These objects 
are still far from achievement, and to some it seems that the four big divisions of 
the medical services: public health, general practice, the hospital service and the 
administration are moving further apart rather than closer together. A letter in 
this issue from Dr. Woolley exemplifies the problems which face us. We all wish 
to know each other’s work better but no satisfactory basis of co-ordination has 
appeared. 

It is hoped that this Journal in striving to continue its function as a mirror of 
medical activities in the South-West Region may play a part in strengthening 
the bonds between the ever increasing branches of medicine, clinical, adminis- 
trative and social. We ask for articles, letters, comment and criticism from all 
who are interested in medicine in the region. Contributions to the correspon- 
dence columns are very welcome. 


AFTERMATH OF POLIOMYELITIS 
Elsewhere in this issue Dr. Macrae has discussed the immediate effects of the 
epidemic of poliomyelitis of 1950 and it may be of interest to our readers to 
know something of the subsequent history of the 316 patients up to the time of 
going to press, rst December, 1951. ‘I'wo more deaths have occurred in Winford 
Hospital making thirty-four in all. Fourteen patients are still in hospital and 
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the rest have been discharged to their homes. We hope to include a more 
detailed account of the subsequent progress of these patients in a later issue. 

A report on the International Congress in Copenhagen by Dr. Macrae also 
appears elsewhere in this issue. Dr. Macrae and Dr. D. F. Johnstone attended 
this conference as representatives of the Regional Hospital Board. 


A MEDICAL CASUALTY 


Members of the Medico-Chirurgical Society, and his many friends in the 
south west, will have heard with regret the serious illness of Mr. A. J. Wright, 
following a road accident. As we go to press we are glad to learn that he has 
sufficiently recovered to be able to go home. Mr. A. J. Wright retired from 
practice as an E.N.T. specialist at the end of the war, when he became the first 
Director of Post-Graduate Studies at Bristol University. He entered the City 
Council for the Clifton Ward in 1943, and is now Chairman of the Health 
Committee; he is also Chairman of Frenchay Hospital. We wish him a speed) 
and complete recovery. 


HOSPITAL SITING 


Mr. Wilfrid Adams after a major operation and a year on the sick list cele- 
brated his recovery by delivering a Hunterian Lecture to the College of Surgeons 
on The Range and Practice of Transur thral Surgery, and has returned to work 
with renewed vigour. 

He has stimulated much interest by raising for discussion the future siting oj 
the Bristol teaching hospital. Present plans provide for the building of a new 
United Bristol Hospital on the area between Upper Maudlin Street and St. 
Michael’s Hill. This site is central, near the other hospital services and close 
to the University with its pre-clinical departments. 

Mr. Adams proposed that the Board of Governors should ask the Local 
Planning Authorities, Bristol City Council and Somerset County Council, to 
reserve one hundred acres of Ashton Court as an optional alternative site on 
which the teaching hospital for the Region might be developed if medical opinion 
favoured a peripheral position, when the time comes to rebuild. In favour o! 
such a move are the spaciousness and pleasant surroundings in which the 
architects might be expected to plan an attractive and well-proportioned hospital 
while allowing space for future developments; the avoidance of the traffic con- 
gestion in the St. Michael’s Hill area which is likely to become more acute as 
more cars come on the road; and the provision of accommodation for the long- 
stay patients to provide a comprehensive cross section of the hospital sick, of 
which students would get a more balanced view. 

In either case the provision of a general practice block’or wards within the 
teaching hospital would probably do more than any other single move to improve 
the collaboration between general practitioners and specialists. 

Though Mr. Adams’s proposal was approved by the Medical Committee, the 
Board of Governors has decided against any change of policy at the present time. 
The Local Authorities are obliged to review their planning allocations every five 
years so that an opportunity will arise for a further examination of the proposals 
in 1956. As there seems no prospect of any new hospital building within ten years 
there is time for much thought and discussion before a final decision is reached. 
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ECZEMA OF THE COLON 
A New Conception of Ulcerative Colitis 


BY 


JOHN NAISH, M.D., M.R.C.P. 
Consultant Physician, Bristol Clinical Area 


The aetiology of chronic non-specific ulcerative colitis remains obscure. All 
attempts to discover the cause of the disease by direct pathological experiment 
and research have failed. Therefore it seems reasonable to broaden the inquiry 
and to seek for similarities between this and other disease processes. 

Hitherto ulcerative colitis has been regarded as an infective condition in which 
the causative organism has eluded detection; its occurrence after bouts of 
bacillary dysentery, and the occasional acute onset of a fulminating form of the 
disease, support this view. But recently physicians and surgeons have turned 
their attention to the psychological aspects of the disease; for some time it has 
been known that these patients often have abnormalities of their personalities 
and reactions, and the question was debated whether these were the cause or the 
effect of the disease. Now, however, it seems well established that an abnormal 
psychological background is usually found in patients before they develop ulcer- 
ative colitis. More often than not, these patients are dependent, not aggres- 
sive, but querulous, and show a dull, prolonged resentment; they were model 
children, and frequently remain childish in adult life. (Paulley 1950, Mahoney 
et al. 1950.) 

Furthermore there is often some emotional trauma immediately before the 
disease begins, although no satisfactory hypothesis has so far been advanced to 
explain the mechanism by which emotional trauma might lead to ulceration of the 
colon. There are other diseases in which emotional shock may lead to structural 
changes; acute gastric ulceration is one example of this sequence, and possibly 
other forms of peptic ulceration too. Certain forms of eczema may also develop 
as a reaction to emotional stress. If eczema is regarded as an abnormal form of 
surface reaction to a large variety of causes, it would be somewhat surprising if 
other membranes are not susceptible to similar changes. Perhaps the pathological 
Processes in ulcerative colitis may be in certain aspects analogous to those found 
in eczema. 

“ Ulcerative ” colitis may occur without ulceration. The existence of this 
verbal paradox is tacitly recognized but infrequently stressed by those familiar 
with the disease. Thus to quote Bockus (1944) “‘ In the early stages of the disease 
one sees a wet, glistening, hyperaemic mucosa with oedema of both the mucosa 
and the submucosa resulting in varying degrees of apparent thickening ”. 

I have on many occasions observed the lower colonic mucosa of patients in 
the early stages of ulcerative colitis or of those enjoying a remission from the 
disease. In such cases no ulceration is to be seen and yet the mucosa is far from 
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normal, for it is thickened, relatively immobile, wet, turgid and bleeds easily 
when stroked. 

Eczema means a boiling over and this is just what appears to happen in ulcer- 
ative colitis too. The mucosa becomes deeply inflamed and oedematous, then 
it exudes, and finally ulcerates. The similarity between the pathological stages 
of eczema and of ulcerative colitis is shown in the Diagram I. 


(2) 
VESICLE SECONDARY 
ERYTHEMA EXUDATION INFECTION 


CAPILLARY DILATATION 


CELLULAR 
INFILTRATION 


OEDEMA 
Nay 


EXUDATION 


HYPERAEMIA ULCERATION 


Diagram 1. Local pathology in eczema (a) and in ulcerative colitis (0). 


‘The earliest change in both conditions appears to be an increase in the vascu- 
larity of the deeper layers, and exudation follows. In the skin this takes place 
through the bursting of minute vesicles; in the colon, exudation is at first through 
a granular mucosa which quickly breaks down to form an ulcerated surface. The 
colonic mucosa is naturally more delicate than the skin, and when it is oedematous 
and vascular it bleeds extremely easily, so that ulcers seem to form almost at 4 
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ECZEMA OF THE COLON 7 
touch of the examining instrument. The skin with its tough waterproof integu- 
ment is not subject to bleeding and ulceration unless secondary infection is 
severe. 

It is also profitable to compare the known factors of aetiological importance 
in eczema and ulcerative colitis. The words eczema and dermatitis are here 
used as synonyms although the former is more often applied when constitutional 
factors predominate in the aetiology, and the latter when external traumatic 
factors are the most important. 


MALNUTRITION 
OR ANOXAEMIA 
OF SKIN ———> Jo) eg] |*— SURFACE 
| IRRITANTS 


GENERAL 
DISEASES —> 


— PHYSICAL 


—— INFECTIVE 
PSYCHOLOGICAL 
TRAUMA —— 


ALLERGIC —> 
REACTION TO 
DRUGS AND 
FOREIGN PROTEINS 


Diagram 2. Aetiology of eczema. 


It is clear that traumatic factors must be of much greater importance to the 
skin, the outer bodily covering, than they are to the lining of an internal tube 
such as the colon. On the other hand, ulceration, when it occurs, will lead to 
far greater evils in the colon than in the skin, because of the rich colonic bacterial 
flora and the vulnerability of the peritoneum. Hence there are a larger number of 
external causative factors in eczema, and there is greater frequency of complica- 
tions in ulcerative colitis. 

Complications of ulcerative colitis are far more severe than those of eczema. 
Dangerous bleeding, protein depletion, dehydration, perforation, stricture forma- 
tion, localized ulcers, and polypoid and carcinomatous change, all give the disease 
ahigh mortality. Clearly the structure, contents and surroundings of the colon 
predispose to those destructive complications whereas the skin is essentially a 


a membrane immediately beneath which lie the less vulnerable parts of 
the body. 
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Aetiology and Complications in Eczema and Ulcerative Colitis 


Family History 


Personality .. 


Early History 


Age at onset 
Course 


Exciting factors 


Severity depends on.. 


Complications 


ECZEMA 
In about 10 per cent of 
cases. 


Oversensitive. 
Obsessive. 
Active. 


Commoner in only children. 


History of broken home life 
common. 

Any age. 

Fluctuating. 

Emotional stress. 

Trauma. 


Ill-health. 
Infection. 


Area affected. 
Loss of protein. 


Secondary infection. 
Self-inflicted trauma. 


ULCERATIVE COLITIS 
In about 2 per cent of cases. 


Oversensitive. 
Neat; fastidious. 
Obsessive. 
Passive. 


Commoner in only, or younger 
children. 
Mother-fixation often present. 


Youth and middle age. 
Fluctuating. 


Emotional stress. 
Infection; local. 
Infection; general. 


Area affected and speed of onset. 
Fever; Bleeding. 


Protein loss; malnutrition. 
Secondary infection. 


Scarring. 
Polyposis. 


THERAPY 
The principles of therapy in Eczema and Ulcerative Colitis 


ECZEMA 
Basic psychotherapy. 


ULCERATIVE COLITIS 
Basic psychotherapy. 


Removal of physical traumatic factors. 


Protective and anti-pruritic. Protective and analgesic. 
General supportive: 
Concentrates. 
Vitamins. 
Blood transfusion. 


General supportive. 


Chemotherapy for secondary infection. 
Surgical removal. 


Chemotherapy for secondary infection. 


There is a huge list of remedies which have been tried in ulcerative colitis. 
Usually the newest are at first successful, but later their popularity declines. 
This is a demonstration of the importance of the hopeful outlook and of the 
power of suggestion in treatment, a factor known to be true in asthma also. 
Eventual failure is the end of most remedies. The story of some of the most 


recent failures may be of interest, particularly the latest. Thiouracil was tried 
but had a short career, and extracts of dried intestines had scarcely more value 
than the two hundred or more other forms of tripe previously recommended for 
the disease. Yet another remedy has been tried and found wanting in recent 
years. It has been stated that lyzozyme, a mucolytic enzyme, is to be found in 
large quantities within the bowels of those suffering from ulcerative colitis. 
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ECZEMA OF THE COLON 9 


(Meyer et al. 1948) (Gray et al. 1950), and that the quantities of lyzozyme within 
the bowel increased during emotional stress (Grace et al. 1949). Evidence was 
produced for this, and an hypothesis put forward—that lyzozyme in certain 
susceptible people was produced in excessive quantities as a response to emo- 
tional stress (Portis 1949). ‘That being so, the lyzozyme would dissolve and break 
up the mucous secreted by the cells in the bowel wall. This mucous was con- 
sidered to be the chief protection of the colonic mucosa against the digestive 
action of the succus entericus. The excessive production of lyzczyme would 
thus lead to enzymic digestion of the bowel wall. Experimentally such ulceration 
was produced in dogs by the application of lyzozyme to the colonic mucosa. 

There are several flaws in this theory. If it is true, why does ulcerative colitis 
not affect the proximal rather than the distal colon? In fact, the disease in over 
fifty per cent of cases is confined to the left half of the colon. If it is true, why 
does the succus entericus not digest the small intestine as well as the large? 
Further it was known that lyzozyme was found in large quantities in association 
with granulation tissue. The colon in advanced ulcerative colitis is often almost 
entirely lined by granulation tissue. In spite of these difficulties, a search was 
made for substances which would inactivate lyzozyme. ‘These were found in 
the kitchen with names such as Dreft, Quix, Wisk, Fab—detergents in other 
words. Treatment of a series of cases with one of these (Sod. Hexadecyl 
Sulphate is its scientific name), was begun; and as so often in the past the “ new 
treatment” worked (Prudden 1950). Many patients got better; but later 
reports have not been hopeful and there seems to be no fundamental value in 
this treatment. Some patients have benefited from treatment with cortisone 
and A.C.T.H., but it is probable that this is yet another non-specific response 
to a new treatment. 

What hope the future holds for the sufferer from ulcerative colitis, no one 
can tell. But until more is known about the cellular responses to stress, it would 
be right to regard ulcerative colitis as not primarily a disease of infection, in- 
vasion, trauma or degeneration, but as a disease of altered surface reaction—in 
most ways comparable to eczema of the skin. 
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MATERNITY SERVICE IN BRISTOL 
SOME ASPECTS OF INTEGRATION AND POSSIBLE DEVELOPMENT 


BY 


G. GORDON LENNON, Ch.M., M.R.C.0.G., M.M.S.A. 
Professor of Obstetrics and Gynaecology, Bristol University 


‘* The problem is not simply whether midwifery 
should be in the hands of doctors, midwives, or 
specialists, or whether confinement should be 

at home or in hospital, but what will give the 
best results from the point of view of the 
patient and community at large.” 


(D. Baird, 1951) 


I have quoted the above sentence from an article on “‘ Organization of Obstet- 
ric Service ’’ because I think it expresses a principle that we may be inclined 
to forget. My suggestions for integrating the Obstetrical services in Bristol are 
based on closer teamwork between hospital, local authority clinics, general 
practitioners and midwives. In the past, perhaps, each aspect of the service has 


been too concerned with its own protection and too little with the larger aspect 
of co-operation and integration. A justifiable argument would be that closer 
teamwork would lead to supervision of all branches of the work, a term which may 
be disliked but which is necessary in any comprehensive outlook on the service. 


HOME AND HOSPITAL CO-OPERATION 


I believe I can incorporate general practitioners and midwives into the Mater- 
nity Service by encouraging them in the view that they are part of a team consist- 
ing of consultant and themselves. The individual practitioner can work with the 
midwife in his district and also as clinical assistant to the consultant of his choice, 
not only by referring those cases which he desires the consultant to see but b) 
filtering all his cases through the consultant clinic at least twice, early in the 
ante-natal period and again at the thirty-sixth week, even if he is delivering th 
patient in her own home or in a General Practitioner Hospital or Home. !1 
other cases the consultant may reciprocate by getting the general practitioner to 
supervise the ante-natal care of some of his cases that are eventually to be delivered 
in hospital for medical or social reasons. The consultants may not like this 
because it would mean more work for them, but with the facilities available t 
them in the form of Registrars this would largely be a matter of delegation 0! 
responsibility. Its advantages are that patients would have contact with hospital. 
and practitioners would have done for them blood tests and ancillary examina 
tions, for example, X-ray of the patient’s chest if required. Another advantag: 
would be that a few patients could be booked for hospital at an earlier date duc 
to the discovery of an obstetrical indication which might have escaped the genet: 
practitioner. The hospital would thus be supervising (if I may use the term 
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MATERNITY SERVICE IN BRISTOL II 


those patients booked for hospital and those for domiciliary confinement. 
Should anything go wrong during domiciliary confinement the hospital specialists 
would not be strangers either to doctor, midwife, or patient. In the same way 
the general practitioner could “ supervise ’’ midwives’ cases and midwives would 
have the benefit of the practitioner’s opinion which might obviate some visits to 
hospital clinics. 

Local Authority Clinics. The number of Local Authority Clinics in Bristol 
is too great. The consultant in many cases is wasting time attending short 
sessions at outlying clinics. I feel that there is need to gather together many of 
these clinics and have them run by doctors particularly interested in obstetrical 
work who would be regarded as clinical assistants to the hospital department. 
This would make the educational aspect of ante-natal care easier to deal with and 
case-notes more easily available. It would cut down the number of clinics, 
which would also mean that the doctor would have time to come and see cases 
in hospital and perhaps take part in relieving the work of the hospital unit. He 
(or she) would not be entirely an “‘ ante-natalist ”’. 

I can visualize then that there would be a group of consultants responsible for 
a number of clinics and having a number of clinical assistants under their juris- 
diction and also a number of general practitioners and midwives. 


Emergency Obstetric Service. There is need in Bristol for the better treatment 
of cases of haemorrhage and toxaemia of pregnancy. Dr. A. E. Ross (1951) has 
shown in a study of 172 maternal deaths occurring in 93,371 deliveries in Bristol 
between 1937 and 1949 that eclampsia had the highest number of preventable 
deaths—20 out of 35. Of 25 deaths ascribed to postpartum haemorrhage 7 were 
thought to have been preventable. The comparison of the figures of maternal 
deaths due to haemorrhage and toxaemia in Bristol with the rest of England and 
Wales is as follows: 

Bristol England and Wales 
(1937-49) (1937-48) 


| is | 
No. | Percentage | No. | Percentage 





Haemorrhage of pregnancy. 

Haemorrhage of Childbirth and - | 32 20°3 2,795 150 
Puerperium. a 

Toxaemia of Pregnancy. 1 | 50 | 316 | 4,585 24°5 

Puerperal ‘l’oxaemias. | 


No greater arguments are needed than those above (if any argument is indeed 
at for an efficient emergency Obstetric Service (“‘ Flying Squad ”’) in 

ristol. 

Other Services. 1 feel that there is great need for co-ordination of the services 
closely associated with the maternity service, for example, Family Planning, 
Marriage Guidance, and Eugenics. Some integration of Mother and Child 
Welfare Clinics is necessary too. Perhaps the association of the post-natal clinic 
with the Mother and Child Welfare Clinic would be helpful. A mother will 
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come to a clinic for her baby more easily than for herself. Her post-natal 
examination at the same time as the baby’s examination at the Welfare Clinic 
may solve the problem of poor attendances at post-natal clinics. 


THE FUTURE 


I believe that in the distant future there will be no such thing as domiciliary 
midwifery and that the hospital obstetrical department will have general practi- 
tioner beds and also consultant beds. (There is little or no domiciliary midwifery 
in Australia and New Zealand.) The improved figures of maternal and infant 
mortality rates are probably not unconnected with the increased trend towards 
hospital confinement. The so-called supervision would be much more harmoni- 
ous if general practitioners and midwives did their work in hospitals and this 
would bring the two groups into still closer contact. Thus, I feel that groups 
of general practitioners will be responsible for the midwifery of the areas rather 
than individual doctors doing a few cases each. This may raise the criticism that 
each doctor is qualified to do maternity work. But similarly each doctor has a 
qualification to do paediatrics, and medicine, and surgery, and it would not be 
too much to suppose that some doctors, having interests other than obstetrical, 
would be paediatric general practitioners or medical general practitioners, ete. 
Perhaps the loudest blast with regard to this would naturally come from the 
midwives staffing the general practitioners’ beds attached to the maternity unit. 
Such a scheme would lead the midwives to be regarded as nurses sp-cially 
trained in maternity work, just the same as there are nurses specially trained in 
fevers and tuberculosis, and if we remember that “ the problem is not simply 
whether midwifery should be in the hands of doctors, midwives or specialists or 
whether confinement should be at home or in hospital but what gives the best 
results from the point of view of the patient and the community at large ”’, then 
the counterblast should be ineffective! 

Bristol has already seized the initiative in regard to a Maternity Service with 
the scheme proposed by the Local Medical Committee (1950) and I believe 
that with the co-operation of all interested parties there is real opportunity for 
Bristol to lead the country in this matter. 
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THE MEDICAL WITNESS FOR THE PROSECUTION 
AND THE DEFENCE* 


BY 


FRANCIS E, CAMPS, M.D. 
Lecturer in Forensic Medicine, the London Hospital 


While this paper was being prepared the Lancet published an interesting and 
provocative commentary on The Expert in Court (September 15th, 1951) review- 
ing the procedure in this country and in France, and suggesting that the future 
lies in the employment of experts as assessors rather than as witnesses. It makes, 
I think, a fundamental error in failing to appreciate the difference in the legal 
procedure of the two countries, and assumes that because things are unsatisfac- 
tory, they are incapable of improvement. It is generally appreciated that there 
are some unsatisfactory medical witnesses, just as there are undesirable lawyers 
who seek to impose their influence upon the evidence of the witness. But surely 
some form of disciplinary committee could deal with the former and the 
integrity of the witness with the latter. The disadvantage of an assessor appoin- 
ted by the court is that his knowledge may become out of date, or that he may 
be obsessed with opinions of his own. Neither of these difficulties is likely to 
arise when each side has proper advice and the advisers realize that they are 
present to assist the court. A further difficulty is that although many people 
would like to advise in cases, there are not many who are capable of doing so. 
The solution clearly lies in a better standard of forensic medicine, for it can be 
just as galling to sit in court and listen to a case thrown away because of 
inadequate medical advice as to hear it lost by an inexperienced or incompetent 
counsel. On the other hand there is a real danger to medical jurisprudence in 
a witness who is willing to assist a case by supporting some improbable theory 
without at the same time considering other explanations. ‘This happened when 
abdominal stab wounds which were clearly inflicted after the cessation of the 
circulation were explained as being caused by a man running several times 
upon the knife—a remarkable man to jump about with a severed abdominal 
aorta | 

This introduction attempts to give a background to the discussion of the 
medical witness, whether called for the prosecution or defence, his duties, his 
limitations and most of all his approach to the case. 

The task of the medical witness nowadays is more difficult than it was. This 
ismainly because the standard of forensic medicine is improving. Clearly the 
defence should receive as good advice as the prosecution. Also counsel. is 
often more aware that medical evidence can be challenged. The duty of a medi- 
cal witness is to place before the court the medical facts of the case, and to base 


*Based on a paper delivered to the Plymouth Medical Society on 19th October, 1951, 
under the auspices of the British Medical Association. 
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an opinion on them from current knowledge and personal experience which will 
assist it to reach a decision. The criterion of such an opinion must be that it 
cannot be contradicted by a reputable colleague. 


THE PROSECUTION WITNESS 


It is not on the other hand the duty of the witness to assume the role of a 
prosecutor or a defender. Theoretically this is easy, but it presents difficulties 
which are fundamental problems at the present moment, for the medical witness 
when called by and not for the prosecution is in a peculiar position. ‘This is 
because it is frequently upon his opinion that the prosecution has been conccived, 
whether he be an experienced forensic pathologist in a case of murder, or a junior 
house surgeon in a case of common assault. Once an opinion has been expressed, 
either from experience or ignorance, it takes a very great man to modify it and 
risk the loss of prestige. Further, in the major‘ty of cases at the time of the 
examination an arrest has yet to be made, or even a suspect found. Under such 
circumstances the examiner frequently has to make decisions and give opinions 
without any restraining or critical opposition, and even if these are incorrect 
(and the greatest can be wrong) they may still remain unchallenged in spite of the 
modern awareness of counsel of the weakness of many medical theories. To 
give a gross example, a medical witness once said that he identified semen on a 
handkerchief by its smell. 


In Scotland two pathologists are present at the post mortem examination of 


cases of death from violence and they furnish independent reports which avoids 
a single opinion. In this country the pathologist or doctor who does the autopsy 
may be the only one to see the original material but he is expected to and usually 
does adopt an impartial attitude without indulging in speculative theories. ‘I'oo 
much stress cannot be laid on the advantage of seeing the original material which 
should be preserved for further examination or photography. Recently there 
was a Ministry of Pensions case in which the claim depended entirely upon 
histological sections. ‘The material had not been preserved at the autopsy but a 
dogmatic opinion had been given upon the age of a cirrhosis of the liver on naked 
eye appearances, which could not be disputed. It can be seen therefore that the 
prosecution has some initial advantage, although it must show its hand complete- 
ly; the defence on the other hand can use the weapon of surprise. 

Cases of assault and grievous bodily harm are quite frequent and are extremely 
important from the point of view of the public. In spite of this the injuries are 
usually reported upon by a young hospital house officer with little or no experi- 
ence of the implication of his examination or opinion. By his very inexperience 
he is not immune to suggestion by a police officer who suffers from the common 
delusion that all doctors must be experts in forensic medicine. He little appreci- 
ates that most doctors have had rather less training in the subject than he 
himself has had at the detective training school. 

The following examples show the dangers of making ill-considered statements. 


1. A house surgeon at a large hospital rang up one day in a very worried state and not 
without reason for he had given a description to the police of some injuries he had never 
seen and now he had been summoned to give evidence on oath. An old lady had been 
brought to the casualty department with a cut head and after treatment had been admitted 
into his ward for the night for observation. When she was discharged the next day the 
dressings were still intact and at no time had he seen her injuries. Later a C.1.D. officer 
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requested a statement of these injuries which were alleged to have been caused by an assault. 
He was referred to the house surgeon by the superior medical officer who had originally 
treated the case but had no desire to get mixed up in the affair. The house surgeon, in 
his ignorance, had given a signed statement based on the notes, and was summoned to 
attend the local magistrates court to give evidence. On re lizing that he might be cross- 
examined upon something he had never seen he sought advice. In the interests of the 
doctor, the hospital, and the police, this was unsatisfactory and it was arranged for the 
senior medical officer to be interviewed by a senior member of the police and a statement 
of what actually had been seen was obtained. 


2. This is a rather more serious example, for an examination by a pathologist instructed 
by the defence showed that the case was far more serious than the prosecution had believed. 
The allegation here was that the man (the landlord of a public house) had been struck 
with an unbroken ginger. ale bottle resulting in a cut forehead. On examination three weeks 
after the injury the scar of a cut was found to extend from the hair margin on the right 
brow across to the outer side of the left eyebrow. The scar was firm, not indurated and 
very thin. Quite clearly on mechanical grounds alone, it could not have been caused by 
splitting by a blow from an unbroken ginger ale bottle. On the other hand it was a perfect 
example of an incised wound such as would be caused by a razor. As the witnesses ad- 
hered to the story of the bottle the man was acquitted. 


Each contretemps could have been avoided, the first by better training in the 
medical schools, and the second by routine photographs of wounds, which can be 
submitted for advice to a more experienced colleague. Ideally, a second opinion 
should always be available to help the inexperienced practitioner who should not 
be required to shoulder such responsibility alone. 

Lest it be thought that cases like this are limited to the newly qualified, the 
following is an illustration that even experienced doctors can find themselves 
in difficulties, usually due to lack of care in preparation. 


A general practitioner was called to examine a man who had been found asleep in his 
car in the middle of a road. He unhesitatingly certified him as suffering from the effects 
of alcohol. At a subsequent trial at Quarter Sessions carbon monoxide poisoning from a 
faulty exhaust pipe was put forward as an explanation by the defence. Oncross examina- 
tion the doctor agreed that the symptoms might be similar, and that he was not prepared 
to exclude this alternative. He neglected to realize that if the man had been overcome 
by the fumes and been sitting in a car for two hours with the windows shut the properties 
of carbon monoxide are such that he would not have been in the cell that night but in the 
mortuary. 

Apart from the public interest the possible psychological effect on a young 
witness of an unfortunate encounter in the witness box must be appreciated, for 
no one who has experienced it will forget being “‘ torn to pieces” and it may 
well colour a man’s whole outlook. 

When a medical witness is called to give evidence by the prosecution the 
examination in chief will consist of two parts, factual and opinion, and he must 
be prepared to support both in cross-examination with any additional information 
or opinion which the defence may see fit to require. The secret of success there- 
fore lies in adequate preparation including a very thorough initial examination 
of whatever material is available. The autopsy must not be limited to establish- 
ing the cause of death but must include an examination of all organs with notes 
of both positive and negative findings. Above all it must not be modified or 
limited if the case appears straightforward for such are the cases which go wrong. 

There was a case of murder some years ago when at autopsy the pathologist 
collected all the routine material such as finger-nail scrapings and hair and blood 
samples. At this stage no arrest had been made. He was rung up 24 hours 
later by the C.I.D. officer in charge telling him that a man had-been charged with 
murder and had admitted it, and under the circumstances he proposed to throw 
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away the material as it would no longer be needed. A firm reply was given that 
it must still be submitted to the laboratory, a recommendation which proved 
fortunate as the line of defence adopted was disproved by the laboratory findings, 

At the autopsy all relevant material must be saved or photographed as a perma- 
nent record available for both prosecution and defence. The importance of this 
is well illustrated in the following case. 


The victim of a stabbing attack fell down whilst escaping and sustained a fractured 
skull as well as his stab wounds. At the trial defending counsel suggested to the hospital 
surgeon who had been present at the autopsy that the skull was unduly thin, and he ob- 
tained some measure of agreement. In cross examination the pathologist was asked the 
same question and expressed as his opinion that it was within normal limits, which im- 
mediately evoked a suggestion that it was merely a matter of opinion. When however the 
counsel was given the opportunity of seeing the skull which was available in a box at the 
back of the court, he decided to accept the pathologist’s evidence. 


Notes on the factual evidence must be made at the time and this is best done 
by a trained secretary who records the findings in the mortuary. An opinion is 
then based on the facts and consists of a part which is non-controversial and a 
part which is more speculative or less capable of proof. The report gives the 
facts and the non-controversial opinion whilst a confidential letter to the officer 
in charge of the case explains the more speculative aspects which may assist him 
in his investigations. 

There then remains only “ the closing of the bolt holes ” as Sir Travers Hum- 
phreys so aptly called it, meaning an examination of the evidence from the oppo- 
site side which may indicate an attempt to prove some of the more speculative 


opinions by experiment. Each case must always be treated as a new problem 
and few will be found to be wholly covered by any book on forensic medicine, 
many of which contain inaccuracies whilst most show gaps in their information. 
It will frequently be necessary to consult experts in special subjects such as 
biology or anatomy and this should be done without hesitation. 


In the case of Stanley Setty several of such problems occurred and a most interesting 
example was the question of the blood under the floor-boards in the dining room of Hume’s 
flat. This raised the question as to how much this blood beneath the boards would 
represent in spillage ontop. It was estimated that the amount of blood beneath the boards 
was a teacupful and it was decided to try a simple experiment which had to be planned so 
as to give the maximum of benefit to the defence. As fluid blood was necessary it was 
collected from a fatal case of carbon monoxide poisoning and a pint poured in two places 
on a floor selected for its similarity to the original. One pint was allowed to rest for 10 
minutes and w s then mopped up, the other was allowed to remain overnight. On taking 
up the boards quantities were obtained comparable to those in the original house. Not only 
was a rough estimate of the volume obtained from this, but it was learnt also that if blood 
is left overnight it required an abrasive as well as water to remove the stain from the floor 
while if it is mopped up at once removal is easy. No dilution was found of the blood be- 
neath the floor which indicated that it had been cleaned up reasonably soon after being spilt. 


With proper preparation it should be possible to give evidence fairly, together 
with a non-controversial opinion. It does not follow that it will necessarily help 
the prosecution, as occurred in Rex v. Boyle. Here the pathologist was asked 
whether he would expect the assailant who had inflicted incised wounds on the 
neck and hands of the girl to be contaminated with blood. In view of the extent 
of the wounds and surrounding blood at the scene of the attack it was obviously 
a probability. The absence of blood on the accused when arrested some time 
later and the fact that nobody had noticed blood on his clothes was made a strong 
point by the defence and may have influenced the result, an acquittal. 
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In a slightly different manner in the case of Setty, the defence made great 
play upon the absence of defence wounds on the hands as an indication that 
more than one person was involved. This is obviously one possible explanation 
and was stressed in evidence by the pathologist called by the defence. Many 
alternative explanations existed ; he might have been stunned first, or been drunk, 
or had his hands in his pockets or caught with his coat over his shoulders (a well- 
known trick). Such an opinion is allowable for the defence but not for the prose- 
cution. 

On the other hand it is unjustifiable for an expert witness to postulate a medical 
theory of his own unbacked by generally accepted medical knowledge, and by 
using his prestige to discredit other evidence; or putting it more bluntly to make 
statements in a court of law which would not be accepted at a medical meeting. 
Such evidence was called in a murder trial in which the dead man after being 
attacked with a hammer and sustaining multiple fractures of the skull had re- 
covered after trephining except for some slight paresis. He died suddenly whilst 
still confined to bed 10 days later from a pulmonary embolus from a phlebo- 
thrombosis of his right popliteal vein. This, said the defence medical expert, 
was due to a disease of the vein (not specified) and had nothing to do with confine- 
ment to bed or the head injury. He based this opinion upon a long experience 
of head injuries in which he had never met either a phlebothrombosis or pul- 
monary embolus following one. This medical dogma was not confirmed by the 
records of one neurosurgical unit in which cases of pulmonary embolus had occur- 
red following head injuries. 

To summarize, the duty of the medical witness for the prosecution is to be 
thorough in examination, critical in evaluation and careful in opinion. Above 
all he must not take things for granted and must check up on both theory and 
fact. He should shut the bolt holes but not press his evidence. 


THE DEFENCE WITNESS 


The medical witness for the defence is placed in a more difficult position 
because however carefully he tries he must always be in danger of being pre- 
judiced. His greatest value is, of course, to study the prosecution witness, and 
his opportunity arises when that witness has by lack of care left a large gap, or 
by over-confidence overstated an opinion. If the expert witness for the prosecu- 
tion has done his duty the expert for the defence can resort only to quibbles, a 
practice which is responsible for damaging the reputation of medicine in the 
eyes of members of the legal profession. It is far better to say that there is no 
defence. Frequently counsel have themselves to blame by failing to appreciate 
that medicine is not an exact subject, for they would like to believe that human 
beings in their make-up and disease conform to the specification of textbooks, 
in the same way as mass-produced cars do to blue-prints. This fact must be 
stressed when advising on the medical aspects of any case. An element of surprise 
in presenting expert evidence for the defence may undoubtedly help the accused, 
but how far it is ethically justifiable to make use of this fact is a matter of opinion. 
It is, of course, fascinating to be asked to advise the defence in a criminal case 
but in order to do it properly it is essential to have all the factual evidence avail- 
able. Depositions, couched in lay language, are sometimes not helpful. For 
example, evidence stating that the findings are in keeping with death from 
VoL. 69. No. 249. c 
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asphyxia may be satisfactory to the layman who has not the slightest desire to 
hear about such things as Tardieu’s spots and the like, but the medical adviser 
must know more particulars of these “ findings ”, because to his experienced 
eye they might well not seem to be in keeping at all. 

At a meeting sometime ago one of my colleagues said that he could not obtain 
the factual information he desired when advising the defence and felt seriously 
handicapped. This should not be so and the procedure to follow is quite simple, 
The instructing solicitors should be asked to approach the Director of Public 
Prosecutions for permission for the pathologist to see any documents and jf 
necessary speak to the pathologist who is appearing for the prosecution. Such 
permission is never withheld and it is thus possibie to obtain an exact and detailed 
record of the post-mortem findings. On the other hand a copy of a post-mortem 
report has been refused by a coroner on the grounds that as it had not been 
produced in evidence (the cause of death only was taken at the inquest) it was 
not a proved document. This seemed strangely illogical in that a pathologist 
can be present at a post-mortem examination on behalf of a man who has already 
been charged, but cannot obtain access to the report if the man has the misfortune 
to be arrested after the autopsy has been performed. The explanation, however, 
proved to be quite simple for it appeared that the pathologist had expressed 
opinions in the report which he did not wish to reveal prematurely in case he 
should desire to modify them later when further facts became available. Since 
it is only the factual evidence that is required by a defence witness the difficulty 
could easily be solved by restricting the report to non-controversial opinions 
which will not require amending. 

When all the information has been obtained, the medical aspects of the case 
for the prosecution are examined for possible flaws of any importance, and an 
opinion submitted. Once again I must stress that if there are no flaws this should 
be stated without prevarication. 

A case was submitted for opinion in which a man had been charged with driv- 
ing under the influence of alcohol. His car had had a slight impact with a passing 
lorry in a narrow street and he had been found to be unsteady on his feet with 
his breath smelling of alcohol. He was taken to the police station and seen by a 
doctor who took fifty-seven minutes to examine him and then certified him as 
unfit to drive a car. A sample of blood submitted to the laboratory was found 
to contain about 0°25 per cent. of alcohol and a parallel figure was found 
in the urine. At the Magistrates’ Court he had elected to go for trial to Quarter 
Sessions. His solicitors had put a footnote against the length of time taken over 
the medical examination ‘“‘? uncertain”. The explanation was that far from 
being uncertain the doctor was clearly making quite certain by the thoroughness of 
his examination. The intake of alcohol as shown by blood:and urine was so high 
and the technique of collection so unassailable that there was no defence from the 
medical point of view. It was a great temptation to make the suggestion that 
with a level such as he had he was incapable even of giving consent to the 
examination! 

It is most undesirable for medical witnesses to use some pet theory to confuse 
the court, a practice which can only lead our profession into disrepute. Sit 
Travers Humphreys felt so strongly about this after the Haigh case that when 
approached for permission in a poor persons case to obtain expert medical 
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advice he stipulated that the medical experts should consult one another and 
attempt to agree an opinion so as to avoid the unpleasantness and waste of time 
caused by a conflict of medical opinion on trivial points. 

During the summer I had the opportunity of reading a book called ‘‘ Court 
Room ” by Quentin Reynolds, which is the story of Leibowitz, a counterpart 
of Marshall Hall at the American Bar, who defended the Scottsboro’ boys and 
later became a judge. What particularly fascinated me was the fact that his 
success was based upon three essential points. 


1. Always putting himself in the position of the opposition. 
2. Never leaving any point unexamined. 


3. The fundamental principle that it is practical experience that counts. 


And this summarizes the preparation and presentation of any case by the medi- 
cal witness if it is to be done properly. I would add that if medical witnesses 
would all maintain the same standard as is expected at a medical meeting there 
might be fewer references to the necessity for a thick skin, and fewer criticisms 
of the legal profession. 

Reverting to my opening remarks, I personally do not think that a panel of 
expert witnesses, one of whom can be nominated by a judge, would necessarily 
fulfil the requirements of our courts. I do however think that a panel of approved 
pathologists from whom a selection can be made by solicitors would be a definite 
advance. At the same time a minimum fee should be established and the 
defence solicitors not left to rely upon personal friendship, or mutual sacrifice, 
or the generosity of the taxing master in poor persons cases. ‘The defence should 
beentitled to as high a standard of opinion as is the prosecution. Above all I do 
believe that the reputation of medical witnesses can only be maintained by high 
standards of self-criticism. 












POLIOMYELITIS IN BRISTOL, 1950 


BY 


JAMES MACRAE, M.D., F.R.F.P.S., D.P.H. 


Resident Physician, Ham Green Hospital 


Successive reports* in this Journal on the progress of poliomyelitis in the 
Bristol area serve to co-relate the disease with other infections but reduce what 
can be usefully said that is new about this much publicised disease. 

Therefore, it seems best to place before you the bare bones of the incidence 
during 1950, as reflected in admissions recorded at Ham Green Hospital, and 
thereafter comment only on what appears to be of practical interest. 


INCIDENCE. AGE. SEVERITY. 


+1950 Ham Green Hospital, Bristol, 316 cases = 60°2 per 100,000 






























































































































































Age .. -+| O—t | I—4 | 5—14 | 15—24 | 25+ Totals | Grand 
Sex .. _[M[F [mM [Fim] F M|F|M|F|M|F ” 
Non-paralytic wy es I—| 3| 5 5 13] 3| 11 4| 2 | 12 | 11 - - 
Slight | 2 | I lo[ 6 6 | | 12 ‘sal 7} 3| a| I rt 28 | 19 4 
Moderate | s| 8|18|23|21|19| 8 7 | 6 10 | 58 | 67 125 
Severe dae 21 | 16 | 22 | 16 | | 2 | ea | 5 | 6 | ax p 
(4) | (2) | () | (2) | © | ©) ©) | @) (6) | (3) | (19), (13), (32) 
Totals .. ve) 57 | ag | 48 [48 48 | 60 [4s 21 | 12 | 28 | 20 1174 [142 a 
Grand total ..| 34 (6) | 96 (3) ere 33 (2) | 48 (9) | 31632) 
Deaths in parentheses. Extremes of age: 4 weeks to 52 years. 


+ Approximate national rate per 100,000 for 1950 = 17. 


These figures indicate an incidence of infection never previously experienced 
in Bristol and more severe than has been so far reported in any comparable area 
of Britain. 

The disease occurred between July and December with its peak late in 
September when as many as twenty-five cases were admitted each week. Fighty- 

* Macrae, J., Bristol Medico-Chirurgical Journal 1947, LXIV, p. 101; 1950, LXVII, 
P. 43- 
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eight patients were sent to hospital as suffering from poliomyelitis but were 
later proved to be: 


Tonsillitis a's es ws .» 35 cases. 
Pneumonia... = ‘i .. 10 Cases. 
Other central nervous diseases as 7 cases. 
Otitis media .. + na me 4 cases. 
Septicaemia .. 7 es i 4 cases. 


and thereafter odd cases of sinusitis, cervical adenitis, measles, scarlatina, 
dysentery, constipation, pyelitis, arthritis, fibrositis, acute rheumatism, asthma, 
typhoid fever, diabetic coma, Weil’s Disease, and pregnancy. Thirty-nine cases 
of poliomyelitis were admitted under some other diagnosis, notably meningitis. 

The large total number (316) and the high proportion of severely ill patients 
laid a strain on the hospital resources. For a time nine mechanical respirators 
were in simultaneous use and over a hundred patients were under treatment. 
During September and October a hundred and ninety-one patients were admit- 
ted. Without nursing help from other hospitals we could have continued treat- 
ment of poliomyelitis only at the expense of other infections. As a result of 
this experience several aspects of poliomyelitis have been clarified. 


FAMILY INCIDENCE 


The members of a family appear to become infected with poliomyelitis virus 
almost simultaneously as if from a common source. One who develops paralysis 
is the clinical case among the infected group, rather than the source of infection 
for the others. Several paralytic cases in one family are not uncommon, and 
we have had as many as four. 


BULBAR-ENCEPHALITIC TYPES 


In our 1950 series no less than 158 cases showed bulbar or encephalitic signs. 
These included all the most severe cases and many relatively mild ones, depending 
largely on the pathological accident of which nuclei were most heavily attacked. 
Destruction of vital nuclei can cause death very quickly. When sudden death 
occurs in a patient who has had symptoms of encephalitis or of severe toxaemia 
the diagnosis of poliomyelitis should be excluded only after histological exam- 
ination of the brain and spinal cord. 

Cases requiring mechanical respiration are practically all in this group, as 
indeed were all the fifty-three patients we had in respirators during 1950. 
Lesions affecting respiration usually affect other vital centres, and so we found 
that twenty-seven of our respirator patients died. 

Patients with severe pharyngeal paralysis, either with or without paralysis of 
respiration, are easily the most difficult to deal with but they are worth great 
effort in trying to prevent them drowning in their own secretion. Gravity drain- 
age for these cases seems simplest and best. 

The bright side of the bulbar type of lesion shows if the patient can be carried 
through his acute phase, for he will often recover full function. Patients appear 
to recover completely from the encephalitis of poliomyelitis. 





POLIOMYELITIS IN BRISTOL 


FATIGUE 


The work of Russell and Horstmann has made plain the bad influence of exer- 
cise on the incidence of paralysis, and McCloskey drew attention to the possible 
evil influence of inoculation. Among our cases we found plenty of evidence to 
support Dr. Ritchie Russell’s conclusions, and the only form of treatment of 
the active virus stage of the disease remains his suggestion that all possible 
poliomyelitis victims should rest absolutely from the first sign or symptom. 
Inoculations did not figure much in the histories of our cases. At the same time, 
it is very reasonable to suppose that the extra fatigue of exercise, trauma, or 
inoculation, might well be the deciding factor between a live or a dead nerve 
cell at the time when the motor neurones are entertaining myriads of virus 
particles. 

NON-PARALYTIC TYPES 

In the absence of virus culture the non-paralytic case must always remain 
clinically doubtful. It is at best a negative diagnosis, and while it is undoubtedly 
a very prevalent clinical entity, the diagnosis should not be lightly made. As 
one example, one wonders how many non-paralytic cases are due to Coxsackie 
virus. 

TAIL PIECE—19Q51 


Despite the portents of another severe summer incidence of poliomyelitis, 
Ham Green Hospital has up to now (October 1951) admitted forty-seven cases 


with two deaths. The cases have been much milder than in 1950 and only one 
has required the mechanical respirator. Something has presumably happened 
in the immunology of the disease but no doubt there is still a likelihood of severe 
outbreaks in Bristol in the future. 


REFERENCES 
Russell, W. R., Brit. Med. F. 1947, ii, 1023. 
Horstmann, D. M., 7. Amer. Med. Ass., 1950, 142, 236. 
McCloskey, B. P., Lancet, 1950, i, 659. 
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Annotations 


REORGANIZATION OF THE AMBULANCE SERVICE 


The 1946 Act, while removing many of the functions of the Local Authority 
in the treatment of patients, placed on them responsibility for organizing a 
comprehensive ambulance service. In Bristol this was placed in the hands of 
the Chief Fire Officer and was integrated with the Fire Service. The efficiency 
of the organization created has earned widespread approval. In the first quarter 
after the appointed day 11,000 calls were made, and in the equivalent quarter 
of 1951 the number had reached 30,000. 

The revival of the Civil Defence Service has led the Minister of Health to 
decide on the separation of the Fire Service and the Ambulance Service in the 
event of anemergency. The Bristol City Council decided that such a separation 
could not be carried out easily when an emergency arose, and decided to make 
the change now. 

Amending proposals under the National Health Service Act are now before the 
Minister of Health to enable this change to take place. It is intended that the 
Ambulance Service will be placed under the control of the Medical Officer of 
Health. The central control will be based in the Central Health Clinic and the 
Ambulance Stations will be situated at a Central Depot, Brislington, Fishponds 
and Feeder Road, to cover the needs of the City. Contact points for the Ambu- 
lance drivers will also be established at Clinics throughout the City. The change- 
over is likely to take place early in the New Year. 

The Council is also considering the introduction of a radio-telephone system 
to link ambulances with their headquarters. This is already in use in America 
and in Cardiff and experiments show that it avoids the need to build expensive 
ambulance depots throughout the area and saves many empty journeys. 


HOME NURSING EQUIPMENT 


There are many patients occupying hospital beds who could well be nursed 
at home by their families or by the District Nursing Association under the guid- 
ance of the patient’s own doctor, if the necessary equipment were available. ‘The 
loan of such equipment has been undertaken on a limited scale in the past by 
the District Nursing Association, the B.R.C.S., St. John’s Ambulance Brigade 
and the Tuberculosis Voluntary Care Committee but the demand has outrun 
the supply, and there are great difficulties in its delivery, collection and steriliza- 
tion. 

The Health Committee of the Bristol City Council is arranging to provide a 
comprehensive loan service for home nursing equipment under the care of the 
Medical Officer of Health, to be available at the request of a practitioner, 
district nurse or midwife, starting on 1st January, 1952. A central equipment 
store at Feeder Road is nearing completion and is placed beside the Disinfecting 
Station. Stocks of the smaller items of equipment will be maintained at nine 
district clinics and five district nurses hostels, and a collection service will 
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distribute to and collect from these centres. Except in necessitous cases a cash 
deposit of ten per cent of the cost of the equipment borrowed will be asked to 
ensure its safe return. The capital expenditure on this plan is likely to be £7,000 
and it is estimated {£2,500 a year will be required for its maintenance. The 
Health Committee hope to expand the service later to include a syringe service, 
but the cost of such a service is very high and it seems doubtful whether the 
necessary funds will be available for some years. 


CLINICAL MEETINGS 


The best way of running clinical meetings has been under discussion recently, 
and, in order to meet the wishes of as many practitioners as possible, a sub- 
committee was appointed last summer to consider the whole problem. It had 
representatives from the Medical Committee of the United Bristol Hospitals, 
the Bristol Medico-Chirurgical Society and the Bristol division B.M.A. and met 
with Dr. Beryl Corner in the chair. 

The recommendations of this sub-committee have now been accepted by the 
appointing groups. Two meetings a year are planned, one held by the Medico- 
Chirurgical Society in November and the other in the summer to be run by the 
B.M.A. It is proposed to try having a combined type of meeting in which 
patients are available for examination from 8 p.m. to 9.30 p.m. and an hour's 
discussion of the cases should follow. It was hoped that twelve groups of cases 
would be available and each would include several patients with a similar condi- 
tion to make their examination by doctors easier. 

The November clinical meeting at Frenchay Hospital was organized with these 
recommendations in mind and it seems to have obtained widespread approval. 
A report on that meeting appears elsewhere in this issue. 


BRISTOL MATERNITY FLYING SQUAD 


On ist January, 1952, a Maternity Flying Squad became available at South- 
mead Hospital under the direction of Professor Lennon to assist practitioners 
in the Bristol clinical area faced with obstetrical emergencies. 

The team will consist of a Hospital Obstetrical Officer and a Midwifery Sister 
travelling in a car equipped with sterilized emergency obstetrical and transfusion 
equipment. The squad is available twenty-four hours a day and aims to be on 
the road within ten minutes of being called. 

The commonest emergency which is anticipated is post-partum haemorrhage. 
All patients in the Bristol clinical area are entitled to the help of the Flying 
Squad, whatever obstetrical arrangements have been made, and its services may 
be enlisted by telephoning Southmead Hospital. 
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Correspondence 


Robbing Peter to pay Paul 
SIR, 

Nurses in our hospitals deserve all the comfort they can be given but the turning 
of Brislington House into a Nurses Home by the Board of Governors, with the resultant 
loss of about one hundred beds for mental cases, makes one wonder if liaison between 
different bodies which run the Health Service is as efficient as it should be. 

The Annual Report of the Board of Control states, ‘‘ In previous reports we have 
drawn attention to the serious shortage of accommodation. ‘There seems to be little 
prospect of this shortage being relieved to any great extent, though the attention of the 
Regional Hospital Boards has been specially drawn to the need for providing more beds.” 
Were the Regional Board, or the Local Authority, which is responsible for the Mental 
Health Services, consulted or were the Local Executive Council, the Medical Committee, 
the Authorised Officers or the District Nurses asked for their views before this decision 
was taken which will increase the difficulties facing them in accommodating and treating 
these patients? 

When will Planners learn that the closest consultations should be maintained between 
all interested parties from the earliest stages if best use is to be made of the inadequate 
existing facilities within the Health Service? 

WALTER WOOLLEY 
Secretary, 
Bristol Medical Committee 
239 Cranbrook Road, 
Bristol 6. 


Reports of Meetings 


BRISTOL MEDICO-CHIRURGICAL SOCIETY 


The Annual General Meeting of the Society was held in the University at 8.15 p.m. on 
Wednesday, October roth, 1951. The President, Mr. A. W. Jackman, resigned the chair 
to Dr. Victoria Tryon, President for 1951-52, who then gave her Presidential address 
entitled, “‘ Women in Medicine ”. 


Officers for 1951 
President, Dr. Victoria Tryon. President-Elect, Mr. E. Watson-Williams. Hon. 
Secretary, Mr. A. L. Eyre-Brook. Hon. Treasurer, Dr. G. E. F. Sutton. Hon. Medical 


Librarian, Professor A. Rendle Short. University Library Committee Representatives, 
Dr. S. F. Marwood, Mr. H. Keith Lucas. 


Committee: Dr. W. Bain, Dr. Beryl Corner, Dr. W. H. Hilton, Dr. A. B. Kettle, Dr. 
J. E. Lucas, Dr. A. M. Maclachlan, Dr. S. F. Marwood, Mr. F. D. Murphy, Dr. S. Silvey. 


Editor of the Journal, Mr. H. Keith Lucas. Assistant Editor, Dr. J. E. Cates. 


CLINICAL MEETING OF THE BRISTOL MEDICO-CHIRURGICAL SOCIETY 
Frenchay Hospital, 14th November, 1951. 
The following report has been received from our roving correspondent. 

I found the clinical meeting at Frenchay Hospital very interesting and certainly very 
well arranged. Even before I reached the demonstrations, I was filled with admiration 
for the well-organized parking arrangements and for the clear directions guiding those 
who do not know their way about the labyrinths of Frenchay Hospital. 


As always, at clinical meetings, I found I spent too much time in the first few groups 
of specimens and cases, and had to hurry a little through the later ones. One reason for 
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this is that, as a general practitioner, I find myself more concerned with the early history 
of a case than with the later, more specialist management. This usually entails consider- 
able discussion with the patient, and cannot be hurried. This time-consuming factor was 
less marked at the Frenchay meeting than is usual, as the case notes and records were 
excellently displayed, particularly in the cases presented by the Neuro-surgical unit, 
The importance of photographs as case records was well shown by the cases demonstrated 
by the Plastic unit: I would have liked to see one completed case for I still find it difficult 
to visualize the end result, particularly where the cosmetic result is important. 

The refreshments provided were as admirable as one has come to expect in a hospital. 
The discussion afterwards was not so good, and came as an anti-climax; I later regretted 
that the time could not have been used in further study of the cases. Except in the very 
interesting case of chordotomy and ureteric transplant to the caecum for pelvic carcinoma, 
which admittedly could not easily be discussed in front of the patient, the brief “‘ lectures ” 
given were, I thought, largely redundant. The warning concerning the ease with which 
bacteria become resistant to antibiotics was timely and thought-provoking. A very inter- 
esting discussion could have been developed if more detailed advice had been available 
on the optimum dosage of the different preparations of penicillin. 

These minor points for criticism did not in any way detract from a very stimulating 
and enjoyable evening which made me regret that such meetings cannot be held more 
often. Our grateful thanks are due to the staff of Frenchay and Cossham Hospitals, and 
to the officers of the Society, for their careful organization. 


DEVON AND EXETER MEDICO-CHIRURGICAL SOCIETY 


At a meeting on 15th November, 1951, Dr. N. S. Alcock spoke of the diagnostic value 
of Electroencephalography. Berger in 1929 found that the normal brain produced rhyth- 
mic waves demonstrable by means of the electroencephalogram. Later, Lennox found 
that disturbances in the normal wave-rhythm occured during epileptic fits and that the 
graphs produced by petit and grand mal differed markedly from each other. ‘Thus, petit 
mal produced a wave-and-sptke which continued throughout the attack. Grand mal, on 
the other hand, produced a graph showing a series of spikes of fairly constant periodicity, 
about twenty-five to the second. Further it was found that by subjecting the epileptic 
patient to various stimuli fits could be induced. One such stimulus, harmless to the patient 
was to subject him to flashes of light at the rate of about eighteen per second. By spacing 
electrodes at intervals over the head electrical disturbances at the site of brain lesions are 
set up so that such lesions can be localized with considerable accuracy between the two 
electrodes chiefly affected. Further, from the nature of the waves, evidence can be ob- 
tained as to whether the lesion is inflammatory or neoplastic in nature. 


SECOND INTERNATIONAL POLIOMYELITIS CONFERENCE, SEPTEMBER 3RD TO 7TH, 1951 


In Copenhagen the poliomyelitis conference was a medical and social education. 
Arranged very largely by America it had an organisational smoothness which left one 
breathless and yet predominant memories are of noise—flash-bulbs, movie and television 
apparatus, loud-speakers, interpreters, and talk. 

It seemed that too large a proportion of the time was devoted to intricate virological 
and immunological studies, and often clinical medicine with its cases of poliomyelitis 
was a far cry from monkeys, suckling baby mice and logarithmic graphs. Yet the bubbles 
on the pot indicated that advances are being made. 

Dr. Enders of Boston has grown the Brunhilde, Lansing and Leon strains of polio- 
myelitis virus in tissue culture. He has subcultured and titrated the virus and his work 
bids fair to eliminate the use of the expensive monkey, and, since there is evidence of 
diminished virulence on tissue subculture, the possibility of an effective vaccine becomes 
a little nearer. 

Dr. Casals of New York reported on what appears to be a reliable complement fixation 
test for poliomyelitis. This, if capable of general application, might end the doubt 
in non-paralytic cases and make epidemiological work swifter and surer. 

It was useful to meet so many people all doing something to control the disease, and 
it was good to know that we are not missing anything of real importance to the welfare 
of our patients. All the same, a commercial exhibition of mechanical respirators made 
one think ill of the Nuffield iron lung which has now worn itself out doing good deeds 
in this country. 

The hospitality of the Danes is something to experience rather than to hear about. 
The conference must have required infinite pains from all the organisers, but especially 
the work of Dr. H. C. A. Lassen cannot easily be forgotten. 
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Society and Post-Graduate Programmes 


It is not always possible to give up-to-date information about future meetings, etc., 
because programmes are not always completed in time to be included. A list of medical 
societies and secretaries has, therefore, been given at the end of this news. Some regular 
informal meetings held in Bristol at which visitors will be welcome are included. ‘The 
editor will be glad to receive corrections and additions. 


BRISTOL MEDICO-CHIRURGICAL SOCIETY 


Jan. 9th. Dr. C. D. Evans, ‘‘ Contact Dermatitis”. 


Feb. 13th. Dame Louise Mcllroy, ‘The Prevention and Treatment of Post- 
Partum Haemorrhage”. 


Mar. 12th. Dr. Beryl Corner, “ L'f2 for the Premature Baby.” 
Apr. 9th. Mr. R. E. Horton, “ Appendicitis in Childhood ”. 


May 14th. Dr. Faulkner Hudson, ‘The Value of Work in the Treatment of 
Disability ”. 


B.M.A. BRISTOL DIVISION 
Jan. 16th. Dr. MacDonald Critchley, ‘‘ The Body Image”. B.M.A. Lecture. 
Apr. 16th. Dr. Frazer Roberts, “‘ Genetics ”’. 
June 18th. Clinical meeting. 


B.M.A. GLOUCESTERSHIRE BRANCH 


Feb. 14th, Cheltenham. Mrs. Blanche Percival, M.B.E., “‘ Marriage Guidance and 
Social Health ”’. 


WEST OF ENGLAND CHILD HEALTH GROUP. (PROVISIONAL PROGRAMME) 
Meetings at Bristol, Jan. 31st, Feb. 28th, Mar. 22nd, April 24th. 
Jan. 31st, at 5 p.m. Dr. E. E. Mawson, “ Mass Radiography in Childhood ”. 


Feb. 28th at 5 p.m. Dr. R. F. Barbour, “ Enuresis—physical and psychiatric 
aspects ”’. 


Mar. 22nd at 2.45 p.m. Clinical Meeting, Children’s Hospital. 


Apr. 24th at 5 p.m. Mr. Ramsay Garden, “ Defective Vision in Childhood— 
Medical and Social Aspects ”’. 


May. Meeting in Gloucestershire, date, time and place to be arranged. 
Hon. Secretary, Dr. R. C. Wofinden, Central Health Clinic, Bristol. 


BRISTOL SOUTH GROUP OF GENERAL PRACTITIONERS 


Meetings on the first Sunday of each month at 8 p.m. (October-June) in the board 
room, Bristol General Hospital. 


Hon. Secretary, Dr. D. M. Cameron, Lindthorpe, 1 Dean Lane, Southville, Bristol 3. 


COSSHAM MEDICAL SOCIETY 


Meetings on the first Thursday at 9 p.m. (October—March) with two summer meetings. 
Hon. Secretary, Dr. I. Macdonald, 43 Regent Street, Kingswood, Bristol. 


DEVON AND EXETER MEDICO-CHIRURGICAL SOCIETY 
Jan. 17th. Mr. R. Hinde, “ The Surgical Restoration cf Hearing”. 
Feb. 7th. Dr. G. M. Colson, “The Scope of Clinical Electro-cardiography”. 
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Feb. 21st. Mr. K. S. Powell, ‘‘ What is new in Anaesthesia”’. 

Mar. 6th. Dr. M. C. Binnie, ‘‘ Geriatrics”. 

Mar. 20th. Dr. Stewart Smith and Dr. Warren. 

Apr. 3rd. Mr. H. K. Griffith, “‘ The Surgical Treatment of Bronchiectasis”’. 
Apr. 17th. Meeting at Hawkmoor Sanatorium. 


PLYMOUTH MEDICAL SOCIETY 


Jan. 11th, at 8.30 p.m. Professor A. M. Boyd, “ Peripheral Vascular Disease ”, 
Jan. 25th, at 7.30 p.m. Meeting at R.N. Hospital. 

Feb. 15th, at 8.30 p.m. Mr. N. R. Barrett, “ Oesophagitis”. 

Mar. 14th, at 8.30 p.m. Clinical Evening. 

Apr. 9th, at 2.30 p.m. Clinical Demonstration. 

Hon. Secretary, Mr. W. B. Waterfall, 2 Crescent Villas, Athenaeum Street, Plymouth. 


THE CLINICAL SOCIETY OF BATH 


Meetings on January 12th, February gth, March gth, April 13th, at Roya! United 
Hospital at 8.15 p.m. 


TORQUAY AND DISTRICT MEDICAL SOCIETY 
(Meetings at Torbay Hospital unless stated otherwise.) 
Jan. 24th, at 8.30 p.m. Dr. J. Franklin, ‘The Modern Approach to some 
Dermatological Problems ”’. 

Feb. 14th, at 8.30 p.m. Professor G. R. Cameron, “ Cortisone and A.C.T.H.”. 
Feb. 28th, at 8.30 p.m. Dr. R. F. Barbour, “‘ Difficult Behaviour in Children ”. 
Mar. 13th, (Newton Abbot Hospital at 4.30 p.m.) Clinical Meeting. 
Mar. 27th, at 8.30 p.m. Dr. Keith Simpson, “ Crime Reconstruction ”’. 
June 12th (R.N.C. Dartmouth at 3 p.m.) Summer Meeting. 

Hon. Secretary, Dr. R. A. Lattey, Ambrook, Rousdown Road, Torquay. 


REGULAR MEETINGS AT BRISTOL AT WHICH VISITORS WILL BE WELCOME 
(The name and telephone number of the organizer is given in brackets.) 


Southmead Hospital. Obstetrics. Every Thursday at 5 p.m. Discussion of cases. 
(Professor G. G. Lennon, Bristol 68974.) Gastroenterology. Second Friday at 4.30 p.m. 
in X-ray Department. (Dr. J. M. Naish, c/o Medical Typists, Southmead: Bristol 
68031.) Radiology. Every Wednesday in term, at 5 p.m. in X-ray Department. (Dr. 
J. V. Sparks or Dr. G. R. Airth: Bristol 68031.) 


Canynge Hall. Every Tuesday in term, at 5.15 p.m. Clinical-pathological conference. 
(Professor T. F. Hewer, Bristol 38257.) 


Barrow Hospital. Every Monday at 5 p.m. Discussion of cases. (Dr. R. E. Hemphill) 
85 3162/3.) 


POST-GRADUATE LECTURES, ETC. 


Bath. Royal National Hospital. May gth-11th. Course in Rheumatic Diseases? 
(apply to Dr. G. D. Kersley). 


Bristol University. It is intended to arrange courses for general practitioners in Paedia- 
trics and in Chest Diseases on Sunday mornings in April-June. Details later from 
Director Medical Post-graduate Studies, The University, Bristol 8. (Bristol 24161, Ext. 7.) 

Royal Devon and Exeter Hospital. A series of lectures for general practitioners is gener- 
ally arranged on Tuesdays at 8.30 p.m. in the months October-December. Details from 
Dr. A. Daly, 13 Southernhay West, Exeter. 

West Cornwall Hospital, Penzance. (Under the auspices of the West Penwith Medical 
Society). Sunday morning rounds are arranged once a fortnight. Hon. Secretary, 
Dr. W. H. St. Tohn-Brooks, Johns Corner, Marazion. 
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SOCIETY AND POST-GRADUATE PROGRAMMES 


LIST OF CLUBS AND SOCIETIES WITH NAMES OF HON. SECRETARIES 


British Medical Association, Branch and Division 


Bath, Bristol and Somerset 
Bath 

Bristol . . 

East Somerset 


West Somerset 


Gloucestershire 


South Western 
Barnstaple 
Cornwall 


Exeter .. 
Plymouth 
Torquay 


Wiltshire : 
Trowbridge 


Dr. K. C. Bailey, Tone Vale House, Norton Fitzwarren, 
nr. Taunton, Somerset. 


Dr. E. Scott White, 2 Green Park, Bath, Somerset. 


Dr. R. C. Wofinden, 14 Upper Belgrave Road, Bristol 8. 
Dr. W. H. Hayes, 70 Coombe Lane, Westbury-on-Trym, 
Bristol. 


Dr. Mary A. E. Somers, 2 Ashcombe Road, Weston- 
super-Mare, Somerset. 


Dr. J. Benn, 9 Haines Hill, Taunton. 


Dr. E. W. Hyde, X-ray Department, Royal Infirmary, 
Gloucester. 
Dr. D. C. Reavell, 50 London Road, Gloucester. 


Mr. J. D. R. Murray, 12 Carlton Hill, Exmouth. 

Dr. S. G. Brook, 19 Bear Street, Barnstaple. 

Dr. Eric Townsend, 22 Basset Road, Camborne, Corn- 
wall. 

Dr. H. S. Gaussen, 6 Elm Grove Road, Exeter. 

Mr. W. H. Rowe Jeremy, 38 Barnfield Road, Exeter. 

Dr. G. Deery, 7 Hartley Park Gardens, Plymouth. 

Mr. R. Howarth, St. Mary’s, Plympton, Devon. 

Dr. Angus Everard, 6 St. Paul’s Road, Newton Abbot. 


. P. A. H. Rivett, 5 Market Hill, Calne, Wilts. 


MEDICAL SOCIETIES (GENERAL) 


The Clinical Society of Bath 
Cornwall Clinical Society 


West Penwith Medical Society 

Torquay and District Medical 
Society. 

Devon and Exeter Medico- 
Chirurgical Society. 

The Plymouth Medical Society 


Weston-super-Mare Medical 
Society. 


Bristol Medico-Chirurgical 
Society. 


Cossham Medical Society 


Bishopston General 
Practitioners Group. 


Bristol South General 
Practitioners Group. 


Westbury General 
Practitioners Group. 


Mr. A. D. Bateman, 3 The Circus, Bath. 


Dr. L. W. Hale, Penvu, Camborne, Cornwall. 
Dr. F. D. M. Hocking, St. Andrews, Perranporth, 
Cornwall. 


Dr. W. H. St. John-Brooks, Johns Corner, Marazion. 
Dr. R. A. Lattey, Ambrook, Rousdown Road, Torquay. 


Dr. C. M. Seward, 20 West Southernhay, Exeter. 


Mr. W. B. Waterfall, 2 Crescent Villas, Athenaeum 
Street, Plymouth. 


Dr. J. D. Powell, 2 St. Paul’s Road, Weston-super-Mare, 


Som. 


Mr. A. L. Eyre-Brook, Litfield House, Clifton, Bristol 8. 


Dr. I. Macdonald, 43 Regent Street, Kingswood, Bristol. 
Dr. I. L. Maxwell, 237 Gloucester Road, Bristol. 
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A ppointments 


Bath and Bristol 
ADAMS, A. K., D.A.: Registrar in Anaes- 
thetics, Frenchay Hospital. 
CLARKE, SUZANNE K. R., M.B., B.Ch.: 
Registrar in the Pathological Depart- 
ment, United Bristol Hospitals. 
Cree, G. E., M.R.C.S., L.R.C.P.: Assist- 
ant Venereologist, Bristol. 
Davigs, D. T., M.R.C.S., L.R.C.P.: 
Assistant Physician in Chest Diseases, 
Bristol. 
Fincu, pv. c., M.D.: Registrar in 
Diseases of the Chest, Frenchay Hospital. 
Hare, E. H., D.P.M., M.D.: Assistant 
Psychiatrist, Bristol. 
HENWoop, A. R., B.Ch.D.: Assistant 
Dental Surgeon, Bath. 
Kerr, A. R., M.B., Ch.B.: Registrar in 
Anaesthetics, Southmead Hospital. 
LAFFERTY, E. M., D.A.: Anaesthetist, 
Bristol. 
Lawson, J. B., D.(Obst.)R.C.O.G.: 
Registrar in Obstetrics and Gynaecology, 
Southmead Hospital. 
Lewis, w. J., D.A.: Assistant Anaesthe- 
tist, Bath. 
REED, B. 0., M.B., B.Ch., M.R.C.S., 
L.R.C.P.: Principal in General Practice, 
Bristol Executive Council. 
REEs, R. E. L., D.O.M.S.: 
Registrar, Eye Hospital. 
ROBINSON, H. H., D.M.R.T.: Assistant 
Radiotherapist, United Bristol Hospitals. 
Ross, D. N., F.R.C.S.: Senior Registrar 
in Thoracic Surgery, Frenchay Hospital. 
ROUTLEDGE, R. T., F.R.C.S.: Senior 
Registrar in Plastic Surgery, Frenchay 
Hospital. 
SHEACH, JEAN M., D.M.R.D.: Assistant 
Radiologist, United Bristol Hospitals. 
SHIELDS, D. w., M.R.C.O.G.: Registrar 
in Obstetrics and Gynaecology, United 
Bristol Hospitals. 
Situ, s., M.D., D.P.M.: Consultant 
Psychiatrist, Bristol. 
Toomey, A. A. G., D.M.R.D.: Registrar 
in the Radiological Department, United 
Bristol Hospitals. 
TROTTER, J. K., M.R.C.S., L.R.C.P.: 
Registrar in Anaesthetics, Frenchay 
Hospital. 


TRUSCOTT, D. E., D.M.R.D.: Radiological 
Registrar, United Bristol Hospitals. 


Ophthalmic 


Twomey, J. G., M.B., B.Ch., B.A.0, 
N.U.I.: Principal in General Practice, 
Bristol Executive Council. 

Watson, P. C., F.R.C.S.: Senior Regis. 
trar in General Surgery, Southmead 
Hospital. 


Bristol Mental Hospital, Fishponds. 
Registrars in Psychiatry. 
Bowen, L. w., M.B., B.S. 
Epcar, B., M.B., -B. 
FRENCH, A., M.B., Ch.B. 
KaurMan, H., M.R.C.S., L.R.C.P. 
MILNE, c., M.B., D.P.M. 


Devizes 
ARMIN, R. H., D.P.M.: Assistant Psychia- 
trist, Roundway Hospital. 


Exeter 
MERRYWEATHER, R., F.R.C.S.: Senior 
Registrar i1 Orthopaedics, Princess 
Elizabeth Orthopaedic Hospital. 
ROBINS, R. H. C., F.R.C.S.: Registrar in 
Orthopaedics, Princess Elizabeth Ortho- 
paedic Hospital. 


Gloucester 


James, Pp. A., F.R.C.S.: Registrar in 
General Surgery, Gloucestershire Royal 
Infirmary. 


Plymouth 


HarpDINnG-cox, j., M.B., Ch.B.: Regis- 
trar in Orthopaedics, Mount Gold 
Orthopaedic Hospital. 


WALDRON, E. A., D.M.R.D.: Consultant 
Radiologist. 


South Somerset 


LLEWELYN JONES, T., 
Assistant Anaesthetist. 


M.B., Ch.B:: 


Taunton 
RUSSELL, HELEN M., M.R.C.O.G.: Senior 
Registrar in Obstetrics and Gynaecology, 
Taunton and West Somerset Hospital. 


Wells 


BRIDGER, W. E. W., D.P.M., M.D.: 
Consultant Psychiatrist, Mendip Hospi- 
tal. 


West Cornwall 


DuTTON, JEAN, D.A.: Assistant Anaesthe- 
tist. 

FELDMESSER, E. E., M.D.: Assistant 
Psychiatrist, St. Lawrence’s Hospital, 
Bodmin. 
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Notes and News 


.A.O,, THE ROYAL COLLEGES 


oe, Professor C. Bruce Perry has been elected to the council of the Royal College of Physi- 


: cians. 
Regis- 


amead M.R.C.P. Bowden, »). Bi. Fernley M. (Gloucester Royal Hospital). 
F.R.C.S.(Eng.). Bolt, D. E. Levey, A. H. Slade, N. Soltan, D. H. K. 
M.R.C.S., L.R.C.P. (Conjoint Board). Arney, K. B. Tricks, N. C. 


UNIVERSITY OF BRISTOL 


Bristol Royal Hospital Board’s Gold Medal, Lloyd, June K. 
Bristol Royal Hospital Board’s Silver Medal, Benson, W. G. 
Dental Gold Medal, Chivers, A. H. 

sychia- 


Degrees of M.B., Ch.B.(Brist.) 


December 1951 


— Barwick, C. Motton, Mary. 

pee Blake, Audrey M. Murison, I. C. 
Catford, G. V. Norris, P. 

strar in Haines, Ann M. Peacock, Gillian F. 


Ortho- Hillier, G. J. Rowland, A. J. 
Hunt, R. J. Sartori, N. 
Iles, R. A. Sheldrick, M. 
' Jarvis, D. J. A. Sidorowicz, Antonina J. 
rar in Joyce, M. H. B. Tricks, N. C. 
- Royal Lawson, June P. Trump, D. W. 
Macleod, Denise G. Wright, D. W. 


Regis- 
Gold 
. YEOVIL DISTRICT HOSPITAL 


sultant The new Out-patient Department is completed and is already in use. In addition to 
the Clinics already established Mr. T. Price, Orthopaedic Surgeon, will be holding 
Out-patient Clinics here. 


Mr. D. Mearns Milne has been appointed Thoracic Surgeon to the South Somerset 
Clinical Area and a Thoracic Out-patient Clinic will be commencing later in the year. 


Senior 
cology, 
ospital. 
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RAPID AND PROLONGED 
LOCAL ANAESTHESIA 
IN FRACTURE REDUCTION 


Local infiltration anaesthesia, the most convenient 
method for use in the reduction of various fractures, has 
not hitherto been universally adopted owing to the 


delay which occurs before adequate analgesia is obtained. 


Recent investigations’ have shown that the simultaneous 
administration of local anaesthetics and “ HYALASE ’ 
(the diffusing factor) enable manipulation to be coms 
menced immediately the injection has been made, whilst 
effective anaesthesia persists for periods of at least 
one hour. 


"Lancet, 1951, 1, 210 


) Detailed information is obtainable from 


Benger Laboratories \ 


ll 

{| BENGER LABORATORIES LIMITED - HOLMES CHAPEL + CHESHIRE + ENGLAND, 
| a ee ee — ==) 
*HYALASE’ is the registered trade mark of the manufacturers, BENGER’S LIMITED. 





